established metastatic disease and precluded any further attempts of reresection. In all three patients, the findings and results from EUS and FNA changed the management of these patients.
Left single lung transplantation in a 33-year-old woman affected by end-stage lymphangioleiomyomatosis was complicated by spontaneous and diffuse bleeding from the right lung at the end of the procedure. The right lung was completely deteriorated and the only option to stop the bleeding was a right pneumonectomy. At 14 months after transplantation, the single allograft showed good lung function with acceptable volumes. Single lung transplant and contralateral pneumonectomy can be considered a safe procedure in case of complications related to native lung either in case of lymphangioleiomyomatosis than for other lung diseases (emphysema, cystic fibrosis).
( A left posterolateral thoracotomy was performed while the femoral vessels were exposed. There were dense pleural adhesions, which were freed by electrocautery before starting CPB. While clamping the left pulmonary artery, a drop in venous oxygen saturation, an elevation of the pulmonary artery pressure with abnormal distension of the right ventricle, and systemic hypotension developed. Partial femoral-femoral CPB was then commenced. The left lung was removed and a conventional left lung implantation with bronchial, pulmonary arterial and left atrial anastomosis was performed. After reperfusion, the patient was weaned from CPB without difficulty. The total ischemic time was 170 minutes and the CPB time was 160 minutes. A substantial amount of blood started to profuse rapidly from the right side of the double lumen endotracheal tube. Bronchoscopy was immediately performed showing a persistent and copious bleeding from the periphery of the right lung. After aspirating about 1.5 L of blood and without any sign of stopping, despite adrenalin and tranexamic acid instilled in the tracheal tube, the patient was positioned into the left semi-lateral position and a right anterolateral thoracotomy was performed. The right lung had completely deteriorated (Fig 2) and a right pneumonectomy was Transbronchial biopsy specimens showed no more than grade A1 rejection. The computed tomographic scan showed that her mediastinum had shifted to the right and the pneumonectomy space was completely filled (Fig 3) .
Comment
In this case, double lung transplantation would have been a better option. However there are no clinic characteristics among LAM patients that would favor the [6] . The weaning from the ventilator was delayed. This was probably related to the hypoventilation of the lung in the first postoperative day due to her muscular weakness. We paid a lot of attention to avoid possible postpneumonectomy syndrome. This is more frequent after a right pneumonectomy in young patients in which the bronchus is softer and more compressible as in this case [7] . In our opinion, the risk of a right pleural space infection due to the balance drainage for 5 days is lower compared with the risk of postpneumonectomy syndrome without this type of drainage.
This case confirms that after single lung transplantation for end-stage LAM, the native lung is prone to develop complications that are difficult to treat. Single lung transplantation and bilateral pneumonectomy, if necessary, can be a valid option in case of end-stage respiratory failure from LAM as in cases of other lung diseases (ie, emphysema, cystic fibrosis) previously successfully treated by this surgical approach. However, the safety of the procedure in patients with any type of bacterial or fungi colonization should be verified considering the high percentage of complications reported in the literature for standard pneumonectomy in these cases [8] .
